Abstract Epidemiological information about detailed patterns ofphysical morbidity within the adolescent age group is not generally available. To illustrate the distinctive patterns of morbidity indicated by the use of hospital inpatient care, hospital admission rates in the Oxford region were analysed at each single year of age from 10 to 19 years. At the age of 10 years 22% of general hospital admissions were to paediatrics, 24% to general surgery, 23% to ear, nose, and throat surgery, and 20%/o to trauma and orthopaedics. By 14 years of age only 6% of general hospital admissions were to paediatrics. By 16 years of age 24% of general hospital admissions of young women were to gynaecology and 40% of admissions of young men were to trauma and orthopaedics. The most common reason for hospital admission in young men was head injury and the second most common was appendicectomy. Termina 
Adolescence is a time not only of rapid physical development, but also of considerable change in patterns of morbidity and use of hospital care. The conventional groupings of vital and health care statistics into five year age groups, and commonly into broader age groups than these, mean that the distinctive features of these changes are not highlighted and have not commonly been studied in detail on a population basis in England.' The transition from childhood to adulthood may also be a difficult age range for placing patients in suitable ward space. 2 To illustrate the distinctive patterns of morbidity and use of inpatient care in this age group, we report the common reasons for hospital admission at each single year of age between 10 and 19 years.
Methods
Data from the Oxford record linkage study were used. Six health districts in the Oxford region were covered by full, linked data collection in general hospital specialties from the mid-I 970s until the implementation of Korner data sets in April 1987. In this study we used data from 1979 (when the 9th revision of the International Classification of Diseases was implemented) to 1986 inclusive. At this time the six districts included an average of 330 000 people aged 10-19 years. Statistical abstracts of all inpatient and day care in general specialties were identified -that is, in all hospital specialties including gynaecology but excluding maternity and psychiatry -in these six districts. Obstetric data were available for two districts and psychiatric data for one district only. For completeness we refer to these briefly but, unless otherwise stated, our findings and calculations refer to the use of general hospital specialties.
Linked records were used to provide person based counts of admissions to hospital for each diagnosis, operation, and specialty in the following ways. For multiple admissions for any one person, each person was counted once only at each single year of age. Thus, for example, a patient admitted several times for asthma at the age of 10 years and several times at the age of 11 counted as one patient admitted at 10 and one at 11 years of age. People with more than one admission for an operation were counted in similar ways. People admitted more than once to a specialty were counted once only in each specialty at each year of age. In the 'general specialties total' people admitted to more than one specialty were counted once only at each year of age to provide data on individuals 'ever admitted' at each age.
Specialties were designated in the analyses as the specialty of the consultant responsible for the patient's care at the time of discharge from hospital. It is possible that some patients discharged by consultants in specialties other than paediatrics were also seen on the wards by paediatricians.
Clinical data in the Oxford record linkage study were coded from 1979-86 according to the ninth revision of the International Classification ofDiseases and the third revision of the Office of Population Censuses and Surveys' operation codes.3 4 The main diagnosis and operation at three digits on the record of each admission were selected for the analysis. A small number of similar disorders with different clinical codes at the three digital level were grouped together. These are shown in the tables and include, for example, the five different three digit codes for appendicectomy, the two different diagnostic codes for head injury and concussion (subsequently referred to in the text as head injury), and the eight different codes covering operations on the tonsils and adenoids. 
Results

SPECIALTIES
Admission rates to all general specialties combined were higher in boys than girls up to ihe age of 14 years, and higher in girls than boys thereafter (table 1) . Admission rates for boys were lowest at ages 15 and 16 years and lowest for girls at ages 1 1 and 12 years. Table 1 gives detailed profiles of admission rates by age and specialty. For example, for boys aged 10 years 21% of general hospital admissions were to paediatrics, 28% to general surgery, 19% to ear, nose, and throat surgery, and 20% to trauma and orthopaedics.
For 10 year old girls 22% of general hospital admissions were to paediatrics, 18% to general surgery, 27% to ear, nose, and throat surgery, and 20% to trauma and orthopaedics. By the age of 14 years, only 6% of general hospital admissions were to paediatrics in boys compared with 33%/o to trauma and orthopaedics and 26% to general surgery. The corresponding figures for girls were 6% to paediatrics, 22% to trauma and orthopaedics, and 21% to general surgery. By 16 years 24% of general hospital admissions for girls were to gynaecology and less than 1% to paediatrics. By 16 years 40% of general hospital admissions of males were to trauma and orthopaedics. Admission rates for trauma and orthopaedics increased strikingly with age, more so for males than females, across the age range. Admission rates for ear, nose, and throat surgery and ophthalmology decreased with age in males and females.
Admissions for mental illness increased with age in males and females. Admissions for mental handicap peaked at age 14 years. Obstetric admissions increased sharply with age and exceeded admissions to any other specialty for girls from the age of 17 years. 
(1) tnl and n2 are the numbers of people on which the highest and lowest rates for each clinical disorder are based.
ulna are higher in England than in Oxford.6
This may reflect geographical variation in the threshold for admission for such fractures. Studies of adolescent health, notably from the USA, report that it is affected in particular by risk taking behaviour resulting in road traffic accidents, other violence, substance abuse, and, for girls, unwanted pregnancies.7 8 The single most common reason for hospital admission in males in our study was head injury, with an average annual admission rate ranging from 46-67/10 000 males. This compares with a range of 23-28/10 000 in females and no doubt reflects differences in behaviour patterns and risk taking activities. These rates are slightly higher than those found in studies of head injury carried out in the USA, which reported admission rates of between 15-20/10 000.9 This may reflect differences in criteria for hospital admission or perhaps differences in the definition of head injury. The In summary, most admissions in this age group are for surgical rather than medical disorders. Some of the most common reasons for admission, such as injury, self poisoning, and unwanted pregnancy, are behavioural in origin and potentially preventable. The scope for prevention and for ensuring the wellbeing of teenagers starts in childhood.
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